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S U M M A R Y
Background: Giardiasis is one of the most common intestinal infections in the world. There have been no
national studies on the morbidity of giardiasis in Colombia. In this study, incidence rates of giardiasis
were estimated for the years 2009–2013.
Methods: An observational, retrospective study of the giardiasis incidence in Colombia, 2009–2013, was
performed using data extracted from the personal health records system (Registro Individual de
Prestacio´n de Servicios, RIPS). Ofﬁcial population estimates from the National Department of Statistics
(DANE) were used for the estimation of crude and adjusted incidence rates (cases/100 000 population).
Results: During the period studied, 15 851 cases were reported (median 3233/year; 5-year cumulated
crude national rate of 33.97 cases/100 000 population). Of these, 50.3% were female; 58.4% were <10
years old and 14.8% were 10–19 years old. By region, 17.7% were from Bogota´ (10.07 cases/100 000
population, 2009), 10.9% from Antioquia (9.42, 2009), 8.6% from Atla´ntico (15.67, 2009), and 6.5% from
Risaralda (33.38, 2009). Cases were reported in all departments (even insular areas).
Conclusions: As giardiasis is neglected in many countries, surveillance is not regularly undertaken.
Despite its limitations, this study is the ﬁrst attempt to provide estimates of national giardiasis incidence
with consistent ﬁndings regarding affected age groups and geographical distribution.
 2016 Published by Elsevier Ltd on behalf of International Society for Infectious Diseases. This is an open
access article under the CC BY-NC-ND license (http://creativecommons.org/licenses/by-nc-nd/4.0/).
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Infections due to Giardia lamblia (synonymous with Giardia
intestinalis and Giardia duodenalis), or giardiasis, are probably
among the most common gastrointestinal conditions caused by
protozoa, particularly in children, throughout the world, and
especially in developing countries. This ﬂagellated organism has
been associated with acute manifestations such as diarrhoea,
abdominal cramps, weight loss, nausea, and vomiting.1 In mostious Diseases. This is an open access article under the CC BY-NC-ND license (http://
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within <4 weeks. Nevertheless, giardiasis sometimes has long-
term consequences, including chronic diarrhoea with or without
intestinal malabsorption, recurrent abdominal pain, and weight
loss.1–3
The epidemiology of giardiasis is well known in many countries,
including the associated social and climatic factors.4,5 Data from
surveys, excluding documented outbreaks, indicate that in
industrialized countries, the prevalence rate ranges between 2%
and 5%.1 In contrast, the rate varies from 20% to 30% in developing
countries.1 However, a limited number of population-based
studies have been performed in these countries, particularly in
Latin America.
In Latin America, recent studies from Venezuela (2008) have
found giardiasis prevalence ranging from 7.41% to 7.69%.6,7 In
Cuba, the last national survey carried out in 2009 estimated an
overall prevalence of Giardia infection of 6.02%.8 However, in
Colombia, no study has been conducted at the national level on the
morbidity of giardiasis, except for a very limited number of studies
published so far from this country regarding the disease in
humans.9,10
The most recently published study in Colombia (2014),
reported a point-prevalence of 11.17% (95% conﬁdence interval
(CI) 7.78–14.58%) in children (1–5 years old) from day care centres
in Ibague´, Tolima.11 In a previous study in Bogota´ (2006), giardiasis
point-prevalence was found to be 6.3% (95% CI 3.95–8.72) in
children 5–12 years old.12
As part of an effort to enhance the control and risk assessment
of giardiasis, the Regional Information System, the Universidad
Tecnologica de Pereira (through the Research Group of Public
Health and Infection), and the Ministry of Health are working
together on the academic analysis of epidemiological information
on infectious diseases at the regional and national level,13–15
including giardiasis. The aim of this study was to estimate the
incidence of giardiasis in Colombia between 2009 and 2013 and to
develop geographical information system (GIS)-based epidemio-
logical maps for this protozoan disease in the country.
2. Methods
Colombia is a South American country made up of 32 depart-
ments (main administrative level) (Figure 1). The Colombian
territory presents climatic, geographic, and epidemiological
conditions suitable for the transmission of Giardia and other
intestinal protozoa. As in other tropical countries, Colombia
comprises large areas where environmental factors such asFigure 1. Number of giardiasis cases in Colombia, 2009–2013.temperature, humidity, precipitation, and altitude, as well as
socio-economic factors, are suitable for transmission. This disease
is not under surveillance and there is no effective prevention and
control program.
For this observational, retrospective study, the epidemiological
data were collected from the so-called personal health records
system (Registro Individual de Prestacio´n de Servicios, RIPS). The
International Classiﬁcation of Diseases 10th revision (ICD-10) code
A07.1 was used, given the fact that giardiasis is not included in the
surveillance system, to obtain the number of cases from each
department of the country by year (2009–2013). Data were
obtained with the agreement of the Ministry of Health through the
Protection Information System (SISPRO) via a client access server,
which allowed cases to be retrieved from the SISPRO server on a
local computer. SISPRO RIPS data used for this study came from
conﬁrmed cases; the data have been revised in terms of data
quality and were obtained initially from data from the National
Institute of Health, Colombia and later from SISPRO and its data
cubes system . Data for this study came from 33 reference
notiﬁcation units, one per department, and were later consolidated
and centralized in Bogota´ in the SISPRO system. Currently revised
and consolidated data are available for the period 2009–2013. The
quality of the RIPS data in Colombia has been described
elsewhere.16,17
There are no ofﬁcial national guidelines for the management of
giardiasis in Colombia or focused diagnosis and treatment
documents. The diagnosis of giardiasis is based mainly on
coproparasitological direct evaluation in health system laborato-
ries, where most cases are detected by passive surveillance of stool
samples. Giardia cysts and/or trophozoites must be seen on
microscopy of at least one faecal specimen or duodenal aspirate
from the patient.
Using ofﬁcial reference population data (National Administra-
tive Department of Statistics, DANE), estimates of annual incidence
rates for all departments of the country during the study period
were calculated (32 departments and the capital district, for
5 years; cases/100 000 population) to provide the ﬁrst estimates of
giardiasis incidence in the country by department. Incidence rates
were estimated by age group.
In addition, national maps showing the distribution of
giardiasis by department by year were generated. Microsoft Access
was used to import incidence rates by department and year, to the
GIS software. The open source client GIS software used was Kosmo
Desktop 3.0 RC1. Access to the required geographic data and result-
sharing with institutional support was provided by the spatial data
infrastructure for the country, the Instituto Geogra´ﬁco Agustin
Codazzi (National Geographic Institute Agustin Codazzi, IGAC). The
shapeﬁles of departments (.shp) were linked to data table
databases through spatial join operation in order to produce
digital maps of annual incidence rates by department.
3. Results
During the study period, a total of 15 851 cases were reported in
Colombia, with a median of 3233 cases per year (ranging from
1484 to 4371 per year) (Figure 1). The number of cases decreased
during the study period from 4371 in 2009 (9.72 cases/100 000
population-year) to 1484 in 2013 (3.15 cases/100 000 population-
year) (Figure 1). The cumulated crude national rate was estimated
to be 33.97 cases/100 000 population  5 year (Table 1).
Of the total cases, 17.7% were from Bogota´, the capital of the
country (10.07 cases/100 000 population in 2009), 10.9% were
from Antioquia (9.42 in 2009), 8.6% were from Atla´ntico (15.67 in
2009), and 6.5% were from Risaralda (33.38 in 2009) (Table 1).
Nevertheless, Risaralda, Guanı´a, Guaviare, Magdalena, and Huila
presented the highest cumulated incidence rates for the period
Table 1
Number of cases and estimated incidence rates for giardiasis in Colombia, 2009–2013 by territory
Department 2009 2010 2011 2012 2013 Total period
Cases Rate Cases Rate Cases Rate Cases Rate Cases Rate Casesa Rateb
Risaralda 307 33.38 215 23.24 205 22.03 179 19.13 115 12.22 1119 109.73
Guainı´a 19 50.39 13 33.92 6 15.40 0 0.00 0 0.00 138 97.56
Guaviare 7 6.88 35 33.88 9 8.58 16 15.04 1 0.93 132 64.86
Magdalena 210 17.64 144 11.99 119 9.81 165 13.48 77 6.23 768 58.96
Huila 119 11.13 110 10.16 151 13.76 178 16.01 82 7.28 691 58.31
Atla´ntico 358 15.67 243 10.50 300 12.80 336 14.16 110 4.58 1400 57.47
Meta 125 14.65 68 7.81 93 10.46 79 8.71 33 3.57 440 44.78
Bolı´var 192 9.80 116 5.86 215 10.74 221 10.91 109 5.32 890 42.59
Cesar 105 11.01 57 5.90 100 10.21 103 10.39 34 3.39 437 40.76
Bogota´, D.C. 731 10.07 682 9.26 634 8.49 477 6.30 252 3.28 2810 37.18
Santander 247 12.35 127 6.32 125 6.19 139 6.84 100 4.90 770 36.52
Norte de Santander 151 11.74 68 5.24 119 9.09 97 7.34 41 3.08 509 36.35
Tolima 109 7.88 89 6.41 141 10.13 134 9.60 28 2.00 535 36.00
Quindı´o 30 5.49 49 8.92 53 9.59 48 8.64 7 1.25 220 33.83
Cundinamarca 338 13.87 196 7.91 164 6.52 81 3.17 44 1.69 854 32.69
Antioquia 564 9.42 365 6.02 332 5.40 282 4.53 158 2.51 1726 27.69
Co´rdoba 119 7.63 101 6.38 79 4.91 102 6.25 42 2.53 468 27.55
La Guajira 46 5.82 50 6.11 36 4.25 63 7.20 34 3.77 252 27.05
Caqueta´ 23 5.20 11 2.46 42 9.26 32 6.96 13 2.79 145 26.67
Casanare 35 10.95 9 2.76 23 6.93 13 3.85 5 1.45 110 25.62
Sucre 51 6.35 26 3.21 45 5.50 58 7.02 25 2.99 227 25.04
Cauca 51 3.90 65 4.93 108 8.12 79 5.88 29 2.14 355 24.94
Boyaca´ 93 7.35 65 5.13 44 3.47 47 3.70 28 2.20 297 21.82
Narin˜o 110 6.79 74 4.51 57 3.43 89 5.29 16 0.94 366 20.84
Caldas 42 4.30 40 4.09 47 4.79 36 3.67 33 3.35 215 20.20
Arauca 3 1.23 7 2.83 17 6.78 18 7.10 1 0.39 64 18.36
Valle del Cauca 172 3.97 92 2.10 132 2.98 148 3.31 57 1.26 613 13.57
Putumayo 11 3.41 11 3.37 14 4.25 6 1.80 2 0.59 57 13.34
Vaupe´s 1 2.43 0 0.00 0 0.00 3 7.08 1 2.34 15 11.92
Amazonas 1 1.41 0 0.00 3 4.12 1 1.36 2 2.68 14 9.61
Vichada 0 0.00 2 0.61 5 1.51 3 0.89 2 0.58 15 4.28
San Andre´s 0 0.00 1 1.36 0 0.00 0 0.00 1 1.33 3 2.70
Choco´ 1 0.21 1 0.21 6 1.25 0 0.00 2 0.41 12 2.08
Colombia 4371 9.72 3132 6.88 3424 7.44 3233 6.94 1484 3.15 15 851 33.97
a Cumulated number of cases during the period 2009–2013.
b Cumulated incidence rate (cases/100 000 population).
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department with the highest cumulative incidence rate
(109.73 cases/100 000 population), 56.6% of the cases came from
the capital municipality Pereira (51.82% from its rural areas) and
26.31% came from Dosquebradas (a satellite, neighbour city;
37.06% from its rural areas).
Cases were reported in all of the departments of the country
(even in insular areas, such as the San Andre´s islands) (Table 1). Of
the total number of cases in the study period, 50.3% were female,
for an adjusted rate of 33.72 cases/100 000 population (95% CI
33.0–34.0) (Table 2), while 49.7% were male, for an adjusted rate of
34.20 cases/100 000 population (95% CI 34.0–35.0) (Table 2) (noTable 2
Number of cases and estimated incidence rates for giardiasis in Colombia, 2009–
2013, by sex and age group; cumulated over 5 years
Cases % Rate (cases/ 100 000 population) 95% CI
Sex
Male 7774 49.7 34.20 34.0–35.0
Female 7862 50.3 33.72 33.0–34.0
Age group, years
<10 9123 58.4 107.87 106.0–110.0
10–19 2399 14.8 26.78 26.0–28.0
20–29 1366 8.7 17.74 17.0–19.0
30–39 1046 6.7 16.79 16.0–18.0
40–49 803 5.1 14.21 13.0–15.0
50–59 499 3.2 11.93 11.9–12.0
60–69 270 1.7 10.79 10.7–11.0
70–79 151 1.0 10.40 10.0–10.9
80 58 0.4 9.64 9.0–10.0
95% CI, 95% conﬁdence interval.signiﬁcant difference, p  0.05). The highest incidence rate was
found in the <10 years age group, with 107.87 cases/100 000
population (95% CI 106.0–110.0); this was signiﬁcantly higher than
in any other age group (Table 2), representing 58.4% of cases.
4. Discussion
This is the ﬁrst study to comprehensively describe the
epidemiology of Giardia infection in Colombia. The incidence of
giardiasis in this South American country showed a great decline
from 2009 (9.72 cases/100 000 population) to 2013 (3.15 cases/
100 000 population). This decline could be related to the
improvement in sanitary conditions and general socioeconomic
circumstances in the country. The human development index
changed from 0.706 in 2010 to 0.718 in 2013, poverty was reduced
from 40.3% in 2009 to 30.6% in 2013 (poverty headcount ratio at
national poverty lines), and extreme poverty was reduced from
9.3% to 6.1% (poverty headcount ratio at $1.90 a day). The incidence
rate does not seem to be related to sex (49.7% of cases in males and
50.3% of cases in females), but there is a clear signiﬁcant
association with age, with 58% of cases detected in children aged
0–9 years and a descending incidence rate with increasing age. This
prevalence among children aged 0–9 years is probably related to
poor health hygiene, poor toilet training, overcrowding, low
socioeconomic status, close contact with other potentially infected
children in child-care settings, and a lack of previous exposure to
Giardia, which could render them more susceptible to infection and
illness.18,19
A distinct geographical distribution was found, with eight
departments having the highest numbers of cases and incidence
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Risaralda, Guainı´a, Guaviare, Magdalena, and Huila). Bogota´, the
capital of the country, reported the highest absolute number of
cases (2810), but a cumulative incidence rate of 37.18 cases/
100 000 population (Table 1). The situation in Risaralda is
concerning, because this department had a total of 1119 cases
in the study period, with a cumulative incidence rate of
109.73 cases/100 000 population (Table 1, Figure 2). This may
be associated with the contamination of water supplies by sewage
in rural areas of the department, even in the capital municipality,
which includes rural areas. In addition, social factors, including
education, could also be involved, and this requires further study.
Furthermore, the present researchers have noted considerable
incidence rates for other foodborne diseases in this region, such as
leptospirosis.14
Further studies should be performed to identify risk factors
explaining why these departments (and their municipalities)
present the highest morbidity. Interestingly, these ﬁndings
regarding geographic distribution are consistent with those of
previous studies, which reported a high prevalence of giardiasis in
Antioquia in 2006 (27.6%) and identiﬁed G. lamblia as the most
frequent intestinal parasite in a cross-sectional study in that
year.20 For the other departments, no previous studies on giardiasis
were found for comparison.Figure 2. Geographic distribution by GIS-based map of the estimated incidence rates of gi
a geographic information system (Kosmo GIS).In an international context, there are similarities in the
behaviour of the disease in Colombia and in the USA. According
to the Centers for Disease Control and Prevention (CDC), incidence
rates of 6.4 cases/100 000 population and 5.8 cases/100 000
population were recorded in 2011 and 2012, respectively, in the
USA, both lower than the rates found in the present study.
However, the data could not be compared for 2013, which showed
a dramatic reduction in incidence. The relationships with age and
sex were also similar, except for a peak incidence reported by the
CDC in the 40–49 years age group.21
Reports from Europe are too diverse to be used for comparison.
The incidence rates in countries from that region vary from 1% to as
high as 8% and 11% in countries such as Turkey and Albania.22 In
other European countries, incidence rates (reported as cases per
100 000 population) of 0.93 (France, 2010), 4.47 (Germany 2007),
24.95 (Israel 2009), 63.14 (Russia, 2009), 1.91 (Spain 2001), 16.56
(Sweden 2008), and 6.01 (UK, 2009) have been estimated
according to data from the Atlas on Water and Health of the
Institute for Hygiene and Public Health at the University of Bonn,
the World Health Organization (WHO) Collaborating Centre for
Health Promoting Water Management and Risk Communication,
and WHO. These data serve as a point of comparison with the
present national data and indicate the highly variable behaviour of
giardiasis infection. The higher incidence in some of the Europeanardiasis in Colombia by territory, 2009–2013. These maps were made with the use of
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infrastructure and socioeconomic status, and raises questions for
future epidemiological insight. Further Colombian studies are
warranted regarding the inﬂuence of socioeconomic status on
Giardia infection. Serbia reported an incidence of 3.55% in 2007 and
also, interestingly, an incidence peak in adults aged 20–59 years.19
In Germany in 2007, there were a total of 3651 cases linked to
international travel, and in a case–control study, 83% of the cases
occurred in patients aged 20 years or older.23 Sweden has also
reported higher incidence and risk among returning travellers,
immigrants, and international adoptees.24 Although the incidence
rates for Colombia are similar to those of some of these countries,
the epidemiological characteristics appear to be very different,
mainly in terms of the groups affected and the mechanisms of
infection, with international travel seeming to be more important
in countries like Germany.
Other countries such as Canada and Australia focus their
surveillance on giardiasis as a traveller’s disease, with studies
reporting a diagnosis rate of 2.9% in Canada.25 Australia reports
over 700 cases each year, with an incidence of 1.6% to 7.6%.26,27 In
Australia, a bimodal gender distribution is also seen, with the most
affected age groups being 0–5, 6–12, and 25–49 years.28 These
countries show similarities with the present incidence ﬁndings,
but the same difference arises in the age groups affected.
Although there are multiple studies reporting the prevalence of
giardiasis in different populations in Latin America, none are on
incidence, limiting comparison with the present study. However,
small sample studies from Venezuela have reported prevalence
from 19.9% to 32.4%.29
Although the results obtained from these analyses provide
information on the giardiasis situation in Colombia, they must be
interpreted with caution due to possible deﬁciencies in the
Colombian health epidemiology and reporting systems, which may
have caused under-reporting of the disease and underestimations
of its incidence. In addition, there could be differences between
departments, causing additional uncertainty in reporting and
producing estimates. It is possible that in departments far from the
large cities, under-reporting will be higher. Diagnostic accuracy in
giardiasis could also lead to under-reporting of the disease.
Nevertheless, the current report shows considerably high morbid-
ity due to Giardia infection in Colombia, a result not published
previously in a nationwide population-based study.
Despite the limitations of this study, this is the ﬁrst attempt to
provide estimates of national giardiasis incidence in Colombia, and
in fact for any Latin American country, with consistent ﬁndings
regarding the age groups affected and geographical distribution.
This study also provides interesting information with implications
for travel medicine advice, as travellers are also at risk of
giardiasis.30 More studies are expected and are required for this
protozoan disease.
Acknowledgements
The authors thank the Dean of the Faculty of Health Sciences of
the Universidad Tecnolo´gica de Pereira and Dr. Rodolfo Cabrales for
support, and the Council of the Faculty for partial travel support.
We also thank the Colombian Association of Infectious Diseases,
Chapter Coffee-Triangle Region, for partial travel support. The
travel expenses of A.A. Escobedo were covered for being a speaker
at the conference ‘‘Giardiasis’’, symposium ‘‘Parasitic Zoonoses’’
(co-organized with the International Society for Chemotherapy,
ISC-FLAP). A.J. Rodriguez-Morales is co-chair of the Working Group
on Zoonoses, ISC.
Funding: Training on GIS for Alfonso J. Rodriguez-Morales was
funded by Universidad Tecnolo´gica de Pereira, Pereira, Risaralda,
Colombia. This study is part of the project ‘‘Desarrollo de MapasEpidemiolo´gicos a trave´s de Sistemas de Informacio´n Geogra´ﬁca
para la Caracterizacio´n Geogra´ﬁca de Enfermedades Infecciosas y
Tropicales en el Eje Cafetero de Colombia’’ (Code 5-15-5 [2015–
2017]), Universidad Tecnolo´gica de Pereira, Pereira, Risaralda,
Colombia. Ubydul Haque was supported in part by the Emerging
Pathogens Institute at the University of Florida and the College of
Liberal Arts and Sciences, as part of the University of Florida Pre-
eminence Initiative.
Conﬂict of interest: The authors have no conﬂict of interest to
declare.
References
1. Escobedo AA, Almirall P, Robertson LJ, Franco RM, Hanevik K, Morch K, Cimer-
man S. Giardiasis: the ever-present threat of a neglected disease. Infect Disord
Drug Targets 2010;10:329–48.
2. Duran C, Hidalgo G, Aguilera W, Rodriguez-Morales AJ, Albano C, Cortez J, et al.
Giardia lamblia infection is associated with lower body mass index values. J
Infect Dev Ctries 2010;4:417–8.
3. Escobedo AA, Hanevik K, Almirall P, Cimerman S, Alfonso M. Management of
chronic Giardia infection. Expert Rev Anti Infect Ther 2014;12:1143–57.
4. Escobedo AA, Almirall P, Rumbaut R, Rodriguez-Morales AJ. Potential impact of
macroclimatic variability on the epidemiology of giardiasis in three provinces of
Cuba, 2010–2012. J Infect Public Health 2015;8:80–9.
5. Escobedo AA, Almirall P, Alfonso M, Avila I, Cimerman S, Salazar Y, et al.
Caregiver perspectives for the prevention, diagnosis and treatment of childhood
giardiasis in Havana City, Cuba. A qualitative study. Acta Trop 2011;119:
99–106.
6. Quintero K, Duran C, Duri D, Medina F, Garcia J, Hidalgo G, et al. Household
social determinants of ascariasis and trichuriasis in North Central Venezuela. Int
Health 2012;4:103–10.
7. Salazar-Labori E, Navarro C, Montero M, Nino-Incani R, Cortez J, Jimenez S, et al.
Epidemiology of intestinal parasitosis in eleven states of Venezuela: partial
results of an ongoing national survey. Clin Microbiol Infect 2011;17:S213.
8. Rojas CL, Angel Nunez CF, Aguiar PH, Silva Aycaguer CL, Alvarez D, Martinez R,
et al. [Second national survey of intestinal parasitic infections in Cuba, 2009].
Rev Cubana Med Trop 2012;64:15–21.
9. Escobedo AA, Arencibia R, Vega RL, Rodriguez-Morales AJ, Almirall P, Alfonso M.
A bibliometric study of international scientiﬁc productivity in giardiasis cover-
ing the period 1971–2010. J Infect Dev Ctries 2015;9:76–86.
10. Londono-Franco AL, Loaiza-Herrera J, Lora-Suarez FM, Gomez-Marin JE. [Blas-
tocystis sp. frequency and sources among children from 0 to 5 years of age
attending public day care centers in Calarca, Colombia]. Biomedica
2014;34:218–27.
11. Rodriguez V, Espinosa O, Carranza JC, Duque S, Arevalo A, Clavijo JA, et al.
[Giardia duodenalis genotypes found in the Instituto Colombiano de Bienestar
familiar day care centers and dogs in Ibague, Colombia]. Biomedica 2014;34:
271–81.
12. Boeke CE, Mora-Plazas M, Forero Y, Villamor E. Intestinal protozoan infections
in relation to nutritional status and gastrointestinal morbidity in Colombian
school children. J Trop Pediatr 2010;56:299–306.
13. Rodriguez-Morales AJ, Orrego-Acevedo CA, Zambrano-Munoz Y, Garcia-Folleco
FJ, Herrera-Giraldo AC, Lozada-Riascos CO. Mapping malaria in municipalities
of the coffee triangle region of Colombia using geographic information systems
(GIS). J Infect Public Health 2015;8:603–11.
14. Garcia-Ramirez LM, Giraldo-Pulgarin JY, Agudelo-Marin N, Holguin-Rivera YA,
Gomez-Sierra S, Ortiz-Revelo PV, et al. Geographical and occupational aspects
of leptospirosis in the coffee-triangle region of Colombia, 2007–2011. Recent Pat
Antiinfect Drug Discov 2015;10:42–50.
15. Rodriguez-Morales AJ, Bedoya-Arias JE, Ramirez-Jaramillo V, Montoya-Arias CP,
Guerrero-Matituy EA, Cardenas-Giraldo EV. Using geographic information
system (GIS) to map and assess changes in transmission patterns of chikungu-
nya fever in municipalities of the coffee-triangle region of Colombia during
2014-2015 outbreak: implications for travel advice. Travel Med Infect Dis
2015;14(1):62–5.
16. Cardona-Ospina JA, Franco-Herrera D, Failoc-Rojas VE, Rodriguez-Morales AJ.
[Estimates of the incidence of actinomycosis in Colombia]. Enferm Infecc
Microbiol Clin 2015. http://dx.doi.org/10.1016/j.eimc.2015.07.007. in press.
17. Bernal O, Forero JC, Villamil Mdel P, Pino R. [Data availability and morbidity
proﬁle in Colombia]. Rev Panam Salud Publica 2012;31:181–7.
18. Younas M, Shah S, Talaat A. Frequency of Giardia lamblia infection in children
with recurrent abdominal pain. J Pak Med Assoc 2008;58:171–4.
19. Nikolic A, Klun I, Bobic B, Ivovic V, Vujanic M, Zivkovic T, Djurkovic-Djakovic O.
Human giardiasis in Serbia: asymptomatic vs symptomatic infection. Parasite
2011;18:197–201.
20. Botero-Garces JH, Garcia-Montoya GM, Grisales-Patino D, Aguirre-Acevedo DC,
Alvarez-Uribe MC. Giardia intestinalis and nutritional status in children par-
ticipating in the complementary nutrition program, Antioquia, Colombia, May
to October 2006. Rev Inst Med Trop Sao Paulo 2009;51:155–62.
21. Painter JE, Gargano JW, Collier SA, Yoder JS. Giardiasis surveillance—United
States, 2011–2012. MMWR Surveill Summ 2015;64(Suppl 3):15–25.
22. Hotez PJ, Gurwith M. Europe’s neglected infections of poverty. Int J Infect Dis
2011;15:e611–9.
A.J. Rodrı´guez-Morales et al. / International Journal of Infectious Diseases 49 (2016) 204–209 20923. Espelage W, an der Heiden M, Stark K, Alpers K. Characteristics and risk factors
for symptomatic Giardia lamblia infections in Germany. BMC Public Health
2010;10:41.
24. Ekdahl K, Andersson Y. Imported giardiasis: impact of international travel,
immigration, and adoption. Am J Trop Med Hyg 2005;72:825–30.
25. Boggild AK, Geduld J, Libman M, Ward BJ, McCarthy AE, Doyle PW, et al. Travel-
acquired infections and illnesses in Canadians: surveillance report from Can-
TravNet surveillance data, 2009–2011. Open Med 2014;8:e20–32.
26. Hellard ME, Sinclair MI, Hogg GG, Fairley CK. Prevalence of enteric pathogens
among community based asymptomatic individuals. J Gastroenterol Hepatol
2000;15:290–3.27. Read C, Walters J, Robertson ID, Thompson RC. Correlation between genotype of
Giardia duodenalis and diarrhoea. Int J Parasitol 2002;32:229–31.
28. Fletcher S, Caprarelli G, Merif J, Andresen D, Hal SV, Stark D, Ellis J. Epidemiology
and geographical distribution of enteric protozoan infections in Sydney,
Australia. J Public Health Res 2014;3:298.
29. Devera R, Blanco Y, Amaya I, Requena I, Tedesco RM, Alevante C, Chibli A.
Prevalencia de Giardia intestinalis en habitantes del barrio La Macarena, Ciudad
Bolı´var, Venezuela. Gen 2012;66:243–9.
30. Almanza C, Escobedo AA, Rodrı´guez-Morales AJ. Giardia infection in foreign
visitors to Cuba. Travel Med Infect Dis 2015;13:505–6.
